DWS-0OSD 61H ﬂ?‘:"’h: State of Utah Date Received
Rev. 06/2005 W e Department of Workforce Services
HEALTH COVERAGE TAX CREDIT (HCTC)
BRIDGE PROGRAM APPLICATION

Personal Information

Name:
Last First M.I.
Address:
Street
City: State: ZIP:
Home Phone: E-mail Address:

Eligibility Information

Are you receiving any of the following (check the box next to all that apply)
U Receiving a Trade Readjustment Allowance (TRA) under the Trade Adjustment
Assistance (TAA) program or would be receiving TRA except that your
Unemployment insurance (Ul) benefits have not yet ended or exhausted

U Receiving a pension benefit from the Pension Benefit Guaranty Corporation (PBGC)
and are at least 55 years old

U Receiving benefits under the Alternative Trade Adjustment Assistance (ATAA)

program

TAA/ATAA Applicants
Trade Certified Company Name:

Qualifying Health Plan Information
Health Plan Name:

Phone:

Policy Holder's Name:

Policy Holder's SSN/TIN: Date of Birth:
IS this COBRA COVEIATE?  ...eeevereie e eee e et e e et e et et e e et e e e e e, [ ]Yes[ ]No
If yes, COBRA Administrator:
Address:
Street
City: State: ZIP:

Phone: COBRA Expiration Date:




Page 2
Qualified Family Members Information

1. Name:
Last First M.1.
SSN/TIN:
Date of Birth (mm/dd/yyyy):
Relationship: Spouse: Child: Other:
2. Name:
Last First M.1.
SSN/TIN:
Date of Birth (mm/dd/yyyy):
Relationship: Spouse: Child: Other:
3.  Name:
Last First M.I.
SSN/TIN:
Date of Birth (mm/dd/yyyy):
Relationship: Spouse: Child: Other:
4. Name:
Last First M.I.
SSN/TIN:

Date of Birth (mm/dd/yyyy):

Relationship: Spouse: Child: Other:

Are you, or any qualified family member listed above, enrolled in a health plan maintained by an
employer or former employer that pays at least 50% of the cost of coverage (this includes any
amount contributed on a pre-tax PasESs)?............oevvviiieiiiiie e []Yes[]No

If Yes, Who:

Are you, or any qualified family member listed above, entitled to Medicare Part A?[_] Yes [ ] No
If Yes, Who:

Are you, or any qualified family member listed above, enrolled in Medicare Part B?[_] Yes [ | No
If Yes, Who:

Are you, or any qualified family member listed above, enrolled in Medicaid?......... [ ]Yes[]No
If Yes, Who:

Are you, or any qualified family member listed above, entitled to health coverage through
TRICARE/CHAMPUS? ... et e e e e e e e e e e e e []Yes[]No

If Yes, Who:

!Is any qualified family member listed above, enrolled in Utah’s Children’s Health Program
(CHIP) 2 e e e e []Yes[]No

If Yes, Who:
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Are you, or any qualified family member listed above, enrolled in the Federal Employees Health
Benefits Program (FEHBP)?..... ...ttt e et e e e e e e ee s [ ]Yes[]No

If Yes, Who:

Are you enrolled in a health plan maintained by your spouse’s employer or former employer that

pays at least 50% of the cost of coverage (This includes any amount contributed on a pre-tax

DASIS) 2. .. et ettt e e e [ ]Yes[ ] No
If Yes, Who:

Under penalties of perjury, | declare that the information furnished on this form with
regard to any qualified family member(s), and myself, and any attachments to it, are
true, correct, and complete. | understand that a knowing and willing false statement on
this form can result in a disqualification from participating in the HCTC Bridge Program.

You need to let us know if the information provided on this application changes because
it could affect your eligibility for the HCTC Bridge Program. Notify us if:
> Your Health plan premium changes
» Your Health plan administrator changes
» Your HCTC eligibility changes, for example you turn 65 and become qualified for
Medicare or you apply for and become qualified for SSI, which entitles you to
apply for Medicaid or Medicare
> If you lose your eligibility for the HCTC, so do your qualified family members
» HCTC eligibility of your qualified family members changes, for example your child
becomes eligible for a State Children’s Health Insurance Plan
You can report changes to the HCTC Bridge Program at 1-801-626-3449 (Ogden area)
or toll-free 1-877-529-5578.

By signing this statement, | also agree to allow the Utah Department of Workforce
Services HCTC Bridge Program to share my eligibility status with my health plan
administrator.

Signature (black ink) Date

Printed Name Date

Equal Opportunity Employer Program
Auxiliary aids and services are available upon request to individuals with disabilities by calling (801) 526-9240. Individuals with
speech and/or hearing impairments may call Relay Utah by dialing 711. Spanish Relay Utah: 1-888-346-3162.



It is against the law for the Department of
Workforce Services (DWS), a recipient of Federal
financial assistance, to discriminate on the
following bases:

= Against any individual in the United States, on the basis of race, color, religion, sex,
national origin, age, disability, political affiliation or belief; and

= Against any beneficiary of programs financially assisted under Title | of the
Workforce Investment Act of 1998 (WIA), on the basis of the beneficiary’s citizen-
snip/status as a lawfully admitted immigrant autnorized to work in the United
States, or nis or her participation in any WIA Title I-financially assisted program or
activity.

DWS must not discriminate in any of the
following areas:

= Deciding who will be admitted, or have access, to any WIA Title I-financially
assisted proegram or activity;

* Providing opportunities in, or treating any person with regard to, such a program
or activity, or

=Making emplayment decisions in the administration of, or in connection with, such
a program or activity.
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What to Do If You Believe You Have
Experienced Discrimination

If you think that you have been subjected to discrimination under a WIA Title I-financially assisted program
or activity, you must file a complaint within 180 days from the date of the alleged viclation with either:

The State of Utah, Department of Workforce Services Equal Opportunity Officer/Customer Relations at (801)
526-4390 or 1-800-331-4341, or in writing to either DWS or the Civil Rights Center, as listed below.

Equal Opportunity/Customer Relations  The Director, Civil Rights Center (CRC)

Department of Workforce Services U.S. Department of Labor
PO. Box 45249 200 Constitution Ave. NW,
Salt Lake City, UT 84145-0249 Room N-4123

Washington, DC 20210

If you file & complaint with DWS, vou must wait ¢ither untill DWS ssues o written Notice of Final Action, or until 90 days have
passed (whichever is sooner), before filing with the CRC, (see address above).

cc of Final Action within ¥ days of the doy on which you filed your complunt, you do
ore filing a complaint with CRC. Howey il plaint

If WS doe
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sfied with the decision or resolution,
s of the date on which vou received the

Egqual Opportunity Employer/Program
Avciliary aids and services ave available upon reguest ta individuale with disabhilities by calling (807 ) §26-9240_ Individuale with
speech andior hearing impairments may call Relay Utah by dialing 711, Spanizsh Relay Usah: 1-888-346-3162
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